Introduction
In 1996, the World Health Organization (WHO) developed a manual on normal birth (1) aiming at systematizing obstetric practices and making recommendations based on the best available evidence. Some practices, implemented from the institutionalization of childbirth, are still being carried out today, even with little or no scientific evidence to support them (2) .
In Brazil, several strategies have been developed over the past 30 years to improve the quality of care
and reduce rates of cesarean section and maternal and neonatal mortality. Some advances have occurred, but morbidity and mortality have not decreased as expected and are still a challenge (3) (4) .
Childbirth care prevalent today in Brazil is marked by excessive use of hard technologies and medicalization, leading to unnecessary interventions and high cesarean section rates (5) . In addition, almost all deliveries are performed in hospitals (98.4%) and are attended predominantly by obstetricians (88.7%) (6) . This model of childbirth care -centered in the physician and in the hospital care -is characterized as traditional, being the prevalent model in Brazil (7) .
It can also be called obstetrician-led model of care, since it is the doctor who determines the care, and the other professionals only have a supporting role (8) .
In addition to this, there are two other models: the shared care, in which responsibility for the organization of women's care from the prenatal to the puerperal period is shared among different professionals; and the midwife-led care, in which these professionals are the main providers of care for women with a regular-risk gestation, whether in primary or tertiary care. When necessary, the woman is referred to the obstetrician or other specialist (8) .
The model of childbirth care adopted by each health institution determines the care practices developed, which consequently affect maternal and neonatal outcomes. Therefore, it is essential to monitor these practices in order to adjust or change the qualification (1) .
Several studies have evaluated care practices for childbirth and delivery before (9) (10) (11) , during (5, (12) (13) and after (14) (15) (16) 
Method
This is a cross-sectional study that included data from two studies conducted at different periods at the (BFHI). The first study was conducted in 2012 (17) , year of implementation of the SN in the maternity ward, and the second was in 2016, four years after it joined the strategy. This maternity ward is a reference for high risk pregnancy, attends mostly through SUS and the model of care is the traditional one (7) .
In order to calculate the sample size of the 2012 survey, the 3,510 deliveries occurred in the year 2010 were considered. There were no data in the literature on the adequacy levels of the humanized care practices, so the sample size was calculated based on 50%
adequacy of each practice, 95% confidence interval and 5% margin of error. Thus, the sample consisted of 385 puerperal women. For the 2016 study, considering a power of 80%, significance level of 5%, proportion of breastfeeding in the first hour of 68% (institutional data) and difference between the proportions of the outcomes of the newborn with OR of 0.6 (7) , we reached the sample size of 586 women. For this calculation, in both surveys, the WinPepi program was used.
Some inclusion and exclusion criteria differed
between the two surveys. Exclusions were made in the 2012 survey sample to allow comparability of the variables and to respond to the objective of this study, (18) . A national study that evaluated the presence of companions in public and private hospitals found low proportions thereof during delivery (32.7%) and found that women with deliveries assisted by midwife nurses had a higher percentage of presence of companions at all times (27.2%) when compared to those who were attended by physicians (15.1%) (19) . Rates of presence of companions above 90% in Brazilian institutions, similar to those found in the present study, were found only in Normal Delivery
Centers (NDC) (10, 20) . A Cochrane's systematic review recommends that continued support be provided by a trained professional that does not make part of the woman's social circle or of the institution's care team, as the results have proven to be most effective. However, being monitored by someone who is not trained, such as the partner, is still better than having no companion (21) .
Another practice that improves the experience with the birth is the use of NPM for pain relief, by the decreased need of pharmacological resources (1) , making labor less invasive and less stressful. Similar result was found in a systematic review, in which, in addition to relieving pain, NPM also improved the experience with childbirth when compared with placebo or standard treatment. In addition, some methods are associated with decreased need for forceps/vacuum and cesarean section (22) .
In this study, although the proportion of NPM use has increased by 9.3%, with a rate of 74.2% in 2016, higher rates were found in the literature for both the collaborative model (85.0%) and the traditional model of care (78.9%) (7) . Even though in Brazil, regardless of gestational risk, low rates of NPM use were identified (5) .
Other studies have evidenced the universal use of NPM in deliveries attended by midwife nurses both in hospital (23) and in NDCs (10) .
With regard to the freedom of movement and position of the parturient, there was a reduction of this practice in 16.7% over the four years of the SN. The rate found in 2016 was 44.9%, a result lower than the average in the South region (56.3%), as evidenced by the survey Being Born in Brazil (5) . The rates of this practice in hospitals were low before the implementation of SN, regardless of the professional who attended the delivery (24) (25) . In the NDCs, this rate was higher (10, 26) , even before the SN. This scenario has partially modified after the NS, since there was an increase in the freedom www.eerp.usp.br/rlae 6
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of position and movement in the deliveries attended by midwife nurses (20) and in hospitals with a collaborative model (13, 27) .
The freedom of movement and of position during labor is of great clinical importance because the supine position during this period affects the blood flow to the uterus, reducing the blood flow reaching the fetus due to the weight of the uterus that compresses the vena cava when woman is laid down, thus compromising the fetal condition. In addition, the supine position may also reduce the intensity of contractions, thus interfering with the progression of labor. Adopting non-supine positions may make the labor less painful, as there is less need for analgesia and correction of the dynamics with oxytocin (1) .
Systematic review by Cochrane concluded that the practice of wandering and remaining in vertical positions
is associated with shortening of the labor and the lower probability of cesarean section and analgesia (28) .
The low prevalence of freedom of position and movement found in this study can be explained by the increase in venoclysis, since venous hydration makes it difficult to change position and ambulation of women (1) .
Many maternity hospitals do not have space for ambulation, which does not correspond to the reality of the maternity ward studied, which has seven individual pre-delivery rooms, with possibility of moving.
As for skin-to-skin contact, the WHO (1) does not determine a minimum time for this practice, but the BFHI (29) recommends that it should occur immediately at birth or within five minutes and last at least one hour.
Studies performed in hospitals certified by the BFHI
presented better results on skin-to-skin contact when compared to those non-certified (12, (30) (31) . (12) . However, it also presented a proportion below that found by another public Baby-Friendly hospital(72.4%) (32) . According to a Cochrane's systematic review, early skin-to-skin contact promotes cardiorespiratory stability (better fetal heart rate, respiratory rate, and oxygen saturation parameters) and increases newborns' blood glucose levels (33) .
Another effective practice of newborn care is the encouragement of breastfeeding soon after birth. The WHO recommends that this encouragement should start within the first hour after delivery (1) . According to a systematic review, breastfeeding in the first hour of life is associated with increased breastfeeding effectiveness and duration of breastfeeding (33) , in addition to being associated with the reduction of neonatal mortality, especially in developing countries (34) . (12) . Even before the SN, BFHI-certified institutions already had better breastfeeding rates in the first hour of life (21) . The hospital in this study has been certified by the BFHI since 1997.
Thus, encouraging breastfeeding in the first hour of life remains a challenge and requires breakthroughs.
Among Category B practices (harmful practices), trichotomy decreased by 21.3%, and was performed in 8.8% of women in 2016. When the place of performance was analyzed, it was verified that there was an increase in trichotomies prior to hospitalization and consequent reduction of this in-hospital practice.
As in this research, other studies also found a reduction in the practice of trichotomy after the SN (35) (36) .
Even so, this harmful practice has been maintained.
Opposing this scenario, three public institutions have demonstrated that it is feasible to abolish trichotomy even if the episiotomy is practiced, without interfering
in the quality of care (10, 13) . Trichotomy was incorporated into the obstetric routine under the guise of reducing infections and facilitating the suturing of episiotomy.
However, the risk for infection is not reduced; on the contrary, trichotomy may increase the risk of HIV and hepatitis, both for the professional and for the woman, becoming an unnecessary procedure, which should not be performed, unless the woman requests (1) . A systematic review compared trichotomy with the practice of cutting the hair if necessary and did not find differences for several outcomes, including perineal injury infection (either by laceration or episiotomy), and also indicated adverse effects of trichotomy, such as irritation, redness, burning and itching. Thus, the authors concluded that there is insufficient evidence to recommend trichotomy at admission to labor (37) .
Another harmful practice that also stood out was the venoclysis, with an increase of 14.5%, being used routinely and almost universally four years after the SN.
In other studies, there were high rates of venoclysis (73.6%) before SN (24) . After its implementation, there was a reduction (38) and, in some cases, it was banished of routine practice in hospitals (39) and in NDCs (10) . A national survey (5) Lopes GDC, Gonçalves AC, Gouveia HG, Armellini CJ.
were lower than those presented by this survey in 2012 (85.4%) and in 2016 (97.8%).
The prophylactic insertion of a venous catheter under the guise of the possible need thereof is not justified because, in addition to generating more costs, it hinders the free change of position and movement of the woman (1) and facilitates other unnecessary interventions. In addition, it is recommended that the replacement of the energy expended by the woman be performed by oral intake of liquids and light meals, and not by intravenous infusion of fluids (1) . A systematic review of Cochrane concluded that there is no robust evidence to recommend routine intravenous fluids administration during labor (40) .
Regarding Category C practices, the Kristeller's maneuver, although initially classified by the WHO as a practice that does not have sufficient evidence to support a precise recommendation and that should be used with caution until further research clarifies the issue (1) , is currently a practice based on high-level investigations.
According to a systematic review, the current evidence is insufficient to support Kristeller's routine use, either by hand or by wearing a belt or any other method, since perineal lesion was increased with both techniques (41) . In addition, Kristeller is currently understood as obstetric violence (27) , since it is characterized as an unnecessary and harmful procedure, which can lead to physical and psychological trauma.
Even so, in this research, the maintenance of this practice was evidenced, with a rate of 13.6% in 2016, showing an increase of 60.0% four years after the SN.
Other studies showed a tendency to decrease Kristeller after the SN, with rates of 55.4% (35) before the strategy and 9.0% (27) after it. The survey is Being Born in Brazil (5) pointed out that Kristeller was performed in 37.3% of the women at normal risk and 33.9% in those at high risk, indicating that this procedure is not related to maternal or fetal conditions. In addition, a recent study has shown that obstetricians perform more Kristeller (38.7%) than midwife nurses (27.2%) (42) .
With regard to Category D practices (frequently inappropriately used practices), although there was an increase of 69.1% and 126.0% in the proportion of women who received analgesics and analgesia, respectively, there is no minimum or appropriate rate for these practices in the literature (1, 43) . There are few Brazilian studies that have evaluated the proportion of analgesics use during labor, ranging from 4.1% (44) to 97.1% (9) in hospitals and 22.4% (9) in NDCs. A systematic review of the Cochrane library on non-opioid pain management drugs concluded that the evidence is insufficient to support its use as an isolated method for pain relief in labor (43) .
The increases use of intravenous analgesics (from 44.4% to 75.1%) found in this study can be explained by the almost universal performance of venous puncture, which facilitates the practice of this intervention.
Another possible explanation would be the reduction of freedom of position and movement, which may increase pain and, consequently, the request for pharmacological resources. In this way, unnecessary practices end up leading to other unnecessary practices.
The analgesia rate found in this study was 45.9% in 2016. Studies showed low rates of practice before the SN (7.7%) (35) and increase after (16.0%) (38) . The survey is Being Born in Brazil (5) found for Brazilian women a lower proportion of analgesia than this study, that is,
33.9%. Studies that evaluated different models of
care to delivery found higher frequencies of analgesia in maternity hospitals with a collaborative model when compared to maternity hospitals with a traditional model of care (7, 45) . Although the procedure represents the medicalization of childbirth, the selective and restricted offer of analgesia is contrary to the philosophy of humanization at birth (45) . However, it is known that the demand for analgesia may be lower in midwifeled models of care (8) . The demand for this procedure is multifactorial and culturally dependent, but the NPMs may be undervalued or used inappropriately, since, even
with an increase in their use, the demand for analgesia has also increased. Non-invasive practices for pain relief also require technical knowledge by professionals and should be the first choice. A study evaluating 27 systematic reviews of the Cochrane Library found that there is sufficient evidence in the literature to associate analgesia with cesarean section (46) .
Another procedure that is also not risk free is the digital examination, since its improper practice may result in maternal and neonatal infection (1) . Therefore, the number of examinations should be limited to what is strictly necessary, that is, during the dilation phase, a digital examination every four hours is enough (1, 47) . A systematic review comparing this practice performed every two hours with that performed every four hours reported that no differences were found in duration (35) . After the SN, few studies have brought this data and, when they did it, they did not relate to the interval at which they were performed (27, 49) .
It should be emphasized that the institution studied is a teaching hospital, which should not justify the repetitive performance of digital examinations. The WHO underlines that under no circumstances should women undergo frequent and repeated digital examinations by several professionals or students (1) .
Episiotomy also should not be routinely performed.
Current evidence shows that its practice is not necessary and can even be harmful, leading to a number of complications, such as pain, dyspareunia, complications in subsequent deliveries, iatrogenic or spontaneous opening of the anal or rectal sphincter, unsatisfactory healing resulting in skin marks, asymmetry or excessive introitus narrowing, vaginal prolapse, recto-vaginal fistula, increased blood loss, edema, infection and dehiscence (50) . In addition to these complications, episiotomy is a violation of the sexual and reproductive rights of women because it is performed in a healthy body, without having a proven benefit and, in some cases, without the woman's consent (51) and without previous local anesthesia. The WHO recommendation is not to prohibit episiotomy, but to restrict its use, which should not exceed a proportion of 10% in health facilities (1, 52) .
A systematic review has concluded that the indication of episiotomy for the purpose of reducing perineal/ vaginal trauma is not justified, nor is it sustained on the basis of current evidence (50) . A randomized clinical trial conducted in Recife/PE compared a protocol of selective episiotomy with a non-episiotomy protocol and showed that the non-episiotomy protocol seems to be safe for the woman and the newborn (53) .
Although the rate of episiotomy was reduced by 13.2% after the SN, most women included in this study (55.0%) continues to undergo this practice. National survey detected an episiotomy rate of 56.1% for women at usual risk and 48.6% for high risk women (5) , thus demonstrating -like the Kristeller's maneuver -that the indication of episiotomy has no relation to maternal or fetal conditions. Studies evaluating the deliveries attended by midwife nurses demonstrate that it is possible to practice low rates of episiotomy and maintain quality of care, with a percentage of 15.4% (49) , 15.5% (11) and 25.7% (9) .
As evidenced throughout this discussion, being born in NDC, in a hospital with a collaborative model, in an institution certified by the BFHI, or having a midwifeassisted delivery increases the chances of women and their newborns have access to good practices and reduces the chances of harmful and unnecessary interventions.
Some limitations of this study were due to incomplete or non-existent records, such as the impossibility of the evaluation of the partograph and of the measurement of skin-to-skin contact time.
Conclusion
The implementation of evidence-based delivery and birth practices is characterized as a highly 
